HECTOR WARNES, M.D. '
The study of individuals who endured acute or prolonged threat to survivaldue to catastrophes, narrow escapes, deadly environment,t constant humiliations and terrors -has been brought under scientific scrutiny for several decades. Particularly noteworthy are the reports on the survivors of Hiroshima (25) , of concentration camps (5, 8, 20, 23, 28, 30, 31, 32, 42, 45, 46) and war victims (6, 17, 24, 29, 35) , of civilian disasters (43, 44) , air raids (15) , accidents (37) , imprisonment (7, 10) , displacement (22, 43) and of political and racial persecution (2, 9, 34, 42) . The common denominators of such experiences are:
Risk of attack or injury. Danger of death and a sense of vulnerability.
Family separation and loss. Deprivation, fatigue, hunger, exposure to the elements, torture, economic and social chaos, and so on. It is widely maintained that all mammals have innate inhibitions against killing members of their own species, but there are two exceptions -the rat and man (26) . The problem of human aggression (38) is raised by genocide, directed towards one particular race or one particular religion -Armenians (47) , Chinese, Jews and Ancient Christians (9) . The experience of concentration camp victims is here singled out as the prototype of the traumatic syndrome, having a clinical identity of its own which is particularly observable in its content and evolution.
Psychodynamics
The person in situations of prolonged massive stress undergoes severe oral deprivation, total lack of narcissistic supplies, massive overload of punitive cues, repres-*Revised manuscript received July, 1971. 'Associate Professor of Psychiatry, McGill University, Montreal, P.Q. tCommunal experiences of massacres, exposing grotesque, mutilated and countless decomposed corpses, lying everywhere. The agony of the dying, the sense of being trapped and of standing on the threshold of death are felt in this environment. C8nad. Psychiat. Ass. J. Vol. 17 (1972) sion of rage, loss of parental security and loss of supportive persons, all of which in turn foster regression and identity diffusion (31 ) . The direct response to the traumatic situation (utter helplessness and/or hopelessness) provokes automatic anxiety, whereas the real or phantasied threat of recurrence of the same dangerous situation leads to anticipatory or signal anxiety (13) . The trauma 'seeks' discharge by the mechanism of repetition compulsion in an attempt to achieve a belated mastery of the traumatic situation (11, 39, 40) . To cope with this overwhelming threat, several defence mechanisms are mobilized -the most frequent being pleasant wish-fulfilling hallucinations which deny the fatal or threatening reality (33) , psychic numbing or closing off (25) , depersonalization, derealization, regression, denial and identification guilt.
Various clinical terms have been used to describe the victim's reaction to the massive threat: automatization, robotization, freezing of affects, affective anesthesia and the inability to mourn. The identification with the dead becomes more apparent later in life when the person reaches the age which marked the termination of the life of one of his parents. His ambivalence towards the dead brings about guilt and this guilt stimulates the unconscious need to be punished and to undergo a similar fate.
The loss of several close relatives is one of the most arduous experiences to overcome. At the root of the prolonged grief of these concentration camp survivors is the gnawing wish for reunion with the deceased family, experienced in dreams and phantasies, along with the feeling of being completely abandoned and alone in the world -although by now they may have acquired a new spouse and children in America.
Clinical Elucidation
There is agreement that there are four variables in every traumatic neurosis:
• The premorbid personality, which has been found to be deviant in up to 75 per cent of the cases (37) . • The presence of the primary and secondary gains and! or compensations. • The presence of a serious risk to selfpreservation which becomes a psychologically threatening stimulus. • An environment which reinforces these factors.
All the clinical conditions labeled 'traumatic neurosis' (fright hysteria, compensation neurosis, war neurosis, concentration camp survivors' syndrome, and so on) have similar psychological, psychopathological and psychodynamic mechanisms. However it is possible that the traumatic syndrome is due to different conditions or factors which limit or burden beyond endurance the capacity of the individual for adjustment, and that it provokes mobilization of emergency defensive functions. It is necessary to determine whether the trauma was the cause of the neurosis, the major precipitating factor, an aggravating one, or whether it was almost unrelated to it (27) . A spectrum of psychopathological states may result from the trauma (1), depending upon its intensity, duration, the pre-existing personality, degree of loss and compensatory mechanisms.
During World War II it was observed that light to moderate stress may trigger a neurosis while a more severe stress may lead to its resolution (19) . This illustrates the fact that environmental pressures and/or frustrations are paramount in the onset of the neurosis, while the individual intrapsychic conflict is secondary. Some pathogenic traumatic situations involve sudden overwhelming threats to life and integrity, for example, an atomic bomb attack; others are characterized by chronic protracted degradation of human dignity, realistic fear of being killed and also discrimination or racial persecution (9, 12, 34, 48) , Furthermore, conditions of captivity in which no open threat to life exists should be distinguished from those situations with high, daily risks and the expectation of annihilation. Threat to survival under conditions of understimulation (solitary confinement) is pathogenically different from the massive onslaught of threatening stimuli in a group situation. The traumatic syndrome following accidents and civil disaster (occurring immediately after the impact) differ from those which follow war, persecutory experiences, severe loss and migration (where there is an incubation phase).
Psychopathological Reactions Due To Threatened Survival
The traumatic syndrome is not a disease entity but may be superimposed on any previously existing personality type and/or illness. It may also precipitate the onset of an endogenous psychosis and here the traumatic events are incorporated in the contents of the psychosis. An example of this was seen in the treatment of a female concentration camp survivor who was manic depressive -each time she entered a manic phase she became litigious and querulous, and demanded revenge, justice and compensation for the persecution. As she swung over into a depression she relived vividly, with sheer hopelessness, her experiences during the war, for example, her baby being taken away from her, guards howling and striking her, and so on. Between manic and depressive phases she displayed the typical symptoms of a traumatic neurosis.
A second patient who was a victim of persecution during his early childhood became paranoid later in life. Throughout his psychotic episodes he would become fanatically anti-Semitic although he was Jewish. During these episodes he would praise Hitler and claim that he (the patient) was a Gestapo man and that all Jews should be exterminated. This, of course, clearly shows the mechanism of identification with the aggressor.
When suffering a catatonic episode a third patient relived all the fears he suffered during the war about losing his life, starving and being mutilated.
A fourth example concerns a 45 year-old female with a history of atypical psychotic episodes since 1955. She spent four years in a concentration camp, where she lost her father, two brothers and one sister. When the schizoaffective psychosis is in remission she feels haunted by memories of the past and has dreams and hypnagogic hallucinations of her dead relatives (hearing them cry and calling her name). At these times she feels alienated from her children and husband and complains of loneliness and nostalgia. There is exacerbation of her symptoms during family and religious anniversaries and she has made three suicidal attempts on such occasions.
The psychopathological reactions encountered in concentration camp victims are: hysterical reactions, psychopathic litigious states, compensation neuroses and qualitative changes of personality traits (41) . People suffering from qualitative changes of personality traits show mistrustfulness, detachment, anxiety, apprehensiveness, oversensitiveness and estrangement from their fellow-man. Others show masochistic tendencies with explosive aggressive outbursts, a sense of loneliness and pessimism and self-defeatism, which contribute to their fall to a socioeconomic status lower than they enjoyed before the War (42) . In all cases one question recurs: is the breakdown chiefly related to the severity of stress or to the pre-existing personality?
The conditions which threaten survival (pathogenic environment) in degree of severity are as follows -loss of civil rights, separation, social injustice, starvation, defamation and calumny, loss, discrimination, bombing, persecution (3) , horror scenes, ostracism, exposure to cold, captivity, brutality and a threat to life and self-esteem.
The resulting psychological and social disabilities are supported by pneumoencephalographic studies and psychological testing, and these have shown diffuse cortical atrophy associated with a mild organic brain syndrome in more than 90 per cent of the survivors. This is probably due to prolonged semi-starvation (14) .
Survival Syndrome
Niederland (30) coined the term 'survivor syndrome' to describe the victims of racial persecution and concentration camps. The magnitude, duration and type of traumatization leaves an indelible imprint on the personality. Niederland also noted typical 're-run' nightmares, fear of falling asleep, living-corpse appearance, chronic depression and various psychosomatic complaints.
The following clinical example may serve to illustrate this syndrome. A 50 year-old male entered the author's office with a sad, apprehensive look, reacting to ordinary noises (doors, creaks, telephone, voices) with a sudden startle and displaying various signs of increased autonomic activity -perspiration, slight tremor of the fingers, intermittent coldness of the hands, periodic diarrhea, insomnia, unstable hypertension, tachycardia and pallor. These symptoms persisted in spite of continuous investigations and therapy by several physicians for nearly twenty years. He complained piteously of headaches, fatigue, weakness, fear of the future, inability to enjoy life, nightmares of persecutory scenes (which occurred from 1933 until he absconded to Britain with his sisters in 1939), rumination over the past, with a sense of futilty, lack of concentration and forgetfulness. His parents and one sister were in Auschwitz. The threats and fears which conditioned his chronic anxiety state began in 1933 with the Crystal Night.tt Following this he was prevented from entering university, his father's business was seized, he could not find a job, he was harassed by the Nazis and frequently beaten and humiliated. To survive these torments he learned to mistrust and always be on the defensive. The flight to England brought on new tribulations -separation from his family who remained in great danger, uprootedness and imprisonment as a German ttAn historical night in 1933 during which Nazi supporters shattered windows of Jewish homes in many German cities. refugee, with its accompanying privations. Following his liberation in 1942 he was informed that his parents had perished but that his sister was still in Auschwitz.
Three aspects of this history deserve special comment.
The survivor syndrome has been observed not solely in concentration camp victims but also in people who spent a significantly long period hiding from persecutors in Nazi Germany.
The existence of a so-called 'bridge period' (incubation phase) following liberation.
-A system-free period, which varies from three to ten years, has been called a 'bridge period'. When the decompensation occurs it is when the individual has finally 'made it' and his situation is outwardly prosperous.
One cannot help being reminded of Freud's short paper, "Those Who are Wrecked by Success" and its relevance to the survivor's guilt for having survived, his identification with the dead and his deep feeling of responsibility for having abandoned his loved ones, and perhaps by so doing indirectly causing their death. The mourning will be never ending but during the 'bridge period' there is, clinically, an apparent absence of grief.
The dread of being exposed to further injury or death sets up traumatophobic and avoidance defences to ward off the repetition of the trauma. During sleep, repression is partially lifted, producing the return of traumatic memories which activate a great deal of anxiety and fear. The terrifying nightmares ambivalently express the wish for death and also the wish to escape death (24) . Conscious or unconscious suicidal wishes in a situation of degradation, utter hopelessness and helplessness, multiple loss and impotent rage are to be expected. These survivors repeatedly lament about a life which has lost all meaning and is not worth living. The guilt for having survived and for not having been able to rescue their relatives combined' with the unconscious hostility against their own parents for having failed to protect them is expressed in the meticulous scrutiny of their past, trying to find a mistake or breach of conduct which might make it all understandable. In turn, the ambivalence towards the dead and also the guilt are reflected in the need to be killed and to be punished for having been responsible for the loss of the relatives (28, 31, 36) : "Whether I act or refuse to act, there will be consequences, and in either case I incur unavoidable guilt." (16) The people who endured prolonged trauma in concentration camps early in life (6-12 years) , were prone to suffer character deformation. The reaction of children between the ages of 12 and 17 years was likely to be a psychosomatic autonomic disorder. Survivors in their twenties suffered chronic anxiety states and later in life often reacted with depression ( 4 ) . Those subjected to persecution in ghettos and concentration camps during adolescence manifested chronic identity diffusion and many showed negative identity, interpersonal difficulties, diffusion of time perspective and poor work values (18) .
The conditions encountered following liberation, particularly migration, change of culture, altered social status and loss of family, seem to crystallize a chronic depression (21) . Hocking (14) pointed out that Jews who survived the last Nazi persecution represented the strongest pre-War Jews, and refusal of compensation for them on the grounds that they were 'constitutionally inadequate' was invalid. In fact, many of those who refused to receive compensation displayed the same symptoms as those who requested it.
Survival Tolerance
Survival tolerance to severe chronic stress depends upon: a consistent moral, political or social philosophy; religious reverence for life; a feeling of group fate, of being in the 'same boat' with everyone; denial of the most unpleasant part of reality (selective amnesia); emotional detachment -this is not happening to 'me' as a subject but to 'me' as an object (5) ; 'closing off' and depersonalization; submission and compliance to the aggressor; and, finally, wishfulfilling daydreams and phantasies which negate the utter helplessness. Pfister (33) believed that these defensive operations of the mind do not lend support to Freud's concept of the death instinct.
There are six factors which determine the ability of the individual to cope with the aftermath of life in extreme situations:
• The length and intensity of the stress. • The premorbid personality. • The degree of physical, psychological and social damage inflicted. • The reparative capacities of the organism. • The ability to deal with the complex loss. • The new, adopted environment and the vicissitudes of acculturation.
Summary
This paper demonstrates both the SImIlarities and the differences between concentration camp survivors and those suffering from other forms of psychiatric reactions resulting from trauma. In the former the systematic degradation, humiliation and persecution over a prolonged period of time, along with a sense of hopelessness and/or helplessness are characteristic features. Found at the other extreme of the spectrum is the acute traumatic event occurring in civil life and resulting in a classical traumatic neurosis but not leading to a total transformation of personality and life style. Between these two forms of psychiatric reactions there are various pathogenetic and pathoplastic mechanisms, sometimes overlapping but showing the underlying dynamic pattern of survival threat.
